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To the Editor:
We read with great interest the article by
Peterson and coworkers1 on skeletoniza-
tion of bilateral internal thoracic artery
(ITA) grafts and lowered risk of sternal
infection in patients with diabetes. Peterson
and coworkers1 reviewed 115 patients with
diabetes undergoing bilateral ITA grafting
and compared the incidence of postopera-
tive sternal infection between the skeleton-
ized ITA group and the pedicled ITA
group. The study concluded that the skel-
etonization of the ITA would reduce the
incidences of both superficial and deep
sternal infections.
The most important point of the skel-
etonization of the ITA is preservation of
sternal blood flow, which may have favor-
able effect on sternal infection relative to
pedicled ITA harvesting.2 Other benefits of
skeletonization include longer graft length,
larger graft caliber, and greater graft flow.
The long-term benefit of bilateral ITA
grafting has been reported.3 However, ster-
nal infection has been a great concern in
determining which patients should undergo
bilateral ITA grafting.
Previously, we reported a study similar
to that by Peterson and coworkers, and we
concluded that skeletonized ITA harvesting
reduces the risk of the sternal infection
without increasing the risk of graft injury
or early graft occlusion.4 The studies were
similar in design, focusing on sternal infec-
tion in high-risk patients with diabetes who
were undergoing bilateral ITA grafting.
The only difference between the two stud-
ies was in the technique used for skeleton-
ization (scissors and clip versus ultrasonic
scalpel).
Skeletonization of the artery is immo-
bilization of the arterial trunk from the sat-
ellite veins and surrounding tissue. The
greatest concerns during skeletonization
are graft injury and vasospasm, both often
related to inadequate handling of the graft
or incomplete hemostasis. Skeletonization
ascular Surgery ● May 2004can be done with clips and scissors, as
described by Peterson and coworkers.1 In
our experience, however, skeletonization
of the ITA can be performed much more
easily and quickly with an ultrasonic scal-
pel, because transection of the vessel and
coagulation occur at the same time. Unlike
with electrocautery, heart injury to the ITA
does not occur as long as the ultrasonic
scalpel is applied at least 1 mm from the
main trunk.2 Furthermore, dissection of the
ITA from the surrounding tissue can easily
be performed with an ultrasonic scalpel
without injuring the main trunk. In our use
of the ultrasonic scalpel, we have not en-
countered any graft injuries or harvesting-
related complications.4 Spasm of the graft
may occur during skeletonization; in the
skeletonized graft, however, spasm can be
easily reversed with intraluminal injection
of vasodilators.
Although neither our study nor that of
Peterson and coworkers was randomized,
both results support the hypothesis that
skeletonized bilateral ITA grafting reduces
the risk of sternal infection in diabetic pa-
tients. We strongly agree with the proposal
that diabetes is no longer a contraindication
for bilateral ITA grafting provided ade-
quate skeletonization is performed.
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Reply to the Editor:
We thank Hirose and Amano for their com-
ments, and we are encouraged that they
report a similarly low risk of sternal wound
infection in patients with diabetes who re-
ceived bilateral skeletonized internal tho-
racic artery (ITA) grafts. Several additional
studies have evaluated the safety of bilat-
eral skeletonized ITA grafts in patients at
high risk for sternal wound infection.1,2 All
these studies have reported a low incidence
of sternal wound infection in patients with
diabetes. However, we do caution against
generalizing these results to patients with
diabetes who have multiple risk factors for
sternal infection such as obesity, peripheral
vascular disease, and chronic obstructive
pulmonary disease.
Hirose and Amano suggest that harvest-
ing of skeletonized ITAs with an ultrasonic
scalpel reduces the risk of graft injury and
lowers the time required for dissection.
Higami and colleagues3 described skel-
etonization of ITAs with an ultrasonic scal-
pel; they reported harvesting times of 20 to
25 minutes, similar to pedicled harvesting.
Provided the ITA side branches are sec-
tioned at a distance of 1 mm from the main
ITA trunk, the use of an ultrasonic scalpel
appears safe.4 We do not currently use an
ultrasonic scalpel at our institution and
therefore cannot comment more specifi-
cally on this technique. However, we def-
initely believe that meticulous dissection of
ITA grafts, regardless of the technique
used, results in a low risk of graft injury.
Mark D. Peterson, MD
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Saphenectomy wound complications:
The real story
To the Editor:
Olsen and colleagues,1 in a recent retro-
spective analysis, have suggested that the
Society of Thoracic Surgeons database is a
useful tool for tracking saphenous vein har-
vest site infections and determining predic-
tors for this complication. They report a
4.5% wound complication rate after tradi-
tional open saphenectomy in 1980 patients
undergoing coronary artery bypass grafting
from 1996 through 1999. Although their
article may accurately report wound com-
plications identified while the patient is in
the hospital, it is unlikely they capture the
vast majority of leg wound complications,
because most occur after discharge. They
cite poor outpatient follow-up as a potential
limitation of their study; however, their
article fails to site published, prospectively
collected data on this topic. Two prospec-
tive studies, by Allen and coworkers2 and
Utley and associates,3 have evaluated lon-
gitudinal saphenectomy wound complica-
tions after coronary artery bypass grafting
with the same wound complication defini-
tion and independent assessment, including
outpatient follow-up. They reported com-
plication rates of 19% and 24%, respec-
tively, which are much higher then ob-
served in this retrospective series.
Contrary to the discussion by Olsen and
colleagues,1 endoscopic vein harvest as a
means of reducing leg wound complica-
tions has been validated by more than one
prospective, randomized trial, and it has
consistently been shown to be superior re-
e Journal of Thoracic and Cardiovascular Sgarding wound complications relative to an
open harvest technique. In the first pro-
spective, randomized comparison of endo-
scopic versus longitudinal saphenectomy,
endoscopic vein harvest was associated
with a significant reduction in leg wound
complications (4% vs 19%, respectively).2
Unfortunately, that 1998 article was missed
during the literature search for the article of
Olsen and colleagues.1 Furthermore, tradi-
tional saphenectomy has been identified as
an independent predictor for leg wound
complications, and the use of endoscopic
vein harvest modifies the impacts of diabe-
tes, peripheral vascular disease, female
gender, and obesity as risk factors for de-
velopment of leg wound complications.4
Olsen and colleagues are to be applauded
for continuing to bring the problem of sa-
phenectomy wound complications to the
attention of cardiac surgeons. They do a
disservice, however, by publishing a 4.5%
complication rate that underestimates the
true scope of this problem. Databases such
as that of the Society of Thoracic Surgeons
do an excellent job of tracking events while
patients are hospitalized; however, their
ability to track events that occur and are
managed on an outpatient basis is less re-
liable.
Keith B. Allen, MD
10590 N Meridian St, Suite 105
Indianapolis, IN 46290
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